T HE underlying object for compiling vital statistics should be as an aid in the protection and permanency of the community. It is important that the data shall show or indicate the essential factors in the clearest manner. The tabulations are not intended for the purpose of satisfying an idle curiosity, and the state is justified in spending time and money in these compilations in exact proportion to the usefulness of the facts set forth.
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It may be questioned whether methods now in vogue are always defensible. Is not a change demanded in some of those methods? PUERPERAL DEATHS Take for example the matter of tabulating maternal deaths. At present it is customary to compute the rate according to the number of living births recorded. In states which do not have a stillbirth form of certificate such cases are reported both as births and deaths. To tabulate according to live births it is necessary to separate the live births from stillbirths by inspecting the death certificates. This involves extra labor, and it is suspected that sometimes the published rates in such jurisdictions are made according to total births recorded.
In Pennsylvania it is required that stillbirths be reported both as births and as deaths, and we are informed that (Vital Statistics Bulletin, Aug., 1929) "they are classified, statistically at least, both as births and deaths "; yet in 15 per cent of the cases no birth certificate has been filed. The real question is the risk of maternity, and the present method does not give the answer with the accuracy possible for two reasons: First, there is a confusion of data. Although the divisor represents the number of living births, the dividend includes a large proportion of cases in which there was no living birth. Puerperal deaths are those tabulated under International Code Class VIII, numbers 143 to 150 inclusive. Practically no death included under cause No. 143-" Accidents of Pregnancy," is connected with a living birth, and a large proportion do not represent any birth. Deaths from puerperal eclampsia frequently result before any birth occurs, and when children are born, many of them are born dead. Deaths from puerperal septicemia frequently do not represent cases of living birth, and a goodly proportion of other deaths in Class VIII are associated with stillbirths.
In a recent field study of maternal deaths in Michigan it was found that, of 819 maternal deaths studied, in 318 cases only were there live births. In 163 there were stillbirths, while in 336 pregnancies there was no issue.
Second, the present divisor is not the best obtainable. In the early days of vital statistics, when stillbirths were seldom recorded, the present method was excusable. Today in the United States and Canada stillbirth reports are legally required. The best obtainable divisor would now seem to be the total number of births recorded, both living and dead. Table I gives the number of births, stillbirths, maternal deaths. and maternal death rates for 1926 and 1927, in the birth registration area of the United States, with the same data for the states of New Jersey and Washington, from the reports of the U. S. Bureau of the Census *; also similar data for Canada and the state of Illinois for 1926, 1927 and 1928. Unfortunately there is a great diversity in stillbirth registration.
In New Jersey all stillbirths of every period of gestation are reportable, but in the state of Washington a' stillbirth report is not required for a stillborn child that has not passed the 7th month of uterogestation. If, therefore, the maternal death rate is computed according to the number of births plus stillbirths reported, that rate would be abnormally high for a state which records only stillbirths during the 8th and 9th months of pregnancy. Other things being equal, the maternal death rate would be low for a state like New Jersey.
It follows that with every table relating to stillbirths there should be some indication as to the minimum period of gestation.
Physicians are sometimes slow in making records of births. The data for Illinois for 1926 include belated birth reports. The effect upon the maternal death rate as compared with the following years is striking.
If the present divisor of number of live births only is to be retained, justice demands that all deaths not associated with live births be eliminated from the dividend. This would introduce a new element of uncertainty, as in case of plural births, one dead and one live; the maternal death might perhaps properly be chargeable to the stillbirth, though it was associated with a live birth.
The true estimate of the risks of maternity must be found in using as the divisor the total number of pregnancies. This is not generally * I wish to acknowledge the kindness of Dr. T. F. Murphy of the U. S. Bureau of the Census in furnishing advance data for 1927. possible. A good divisor would be the number of confinements. Using data given in the "Preliminary Report" for the Dominion of Canada for February, 1929, the maternal death rates are as follows: Per 1,000 Live Births . ....................... Unfortunately the number of confinements is not easily obtainable in published reports. It involves clerical work which many offices are not able to give on account of limited office forces. The next choice would be to use the total of live births and stillbirths, plus all deaths recorded for Class VIII in which no birth has been recorded. This seems hardly practicable. Practically, today the best divisor for this purpose is therefore the total number of living births, plus all stillbirths.
INFANT DEATHS
In the Pennsylvania Vital Statistics Bulletin for June, 1929, it is said, speaking of " old age ":
The acts of man are traditionally in seven ages, but it is the privilege of the statistician to reduce the number to five, as in the series of articles of which this is the last. In each age, mortality as well as personality presents characteristic features. In infancy the chief causes of death are premature birth, congenital debility and malformations, and certain acute infections which are more dangerous to the very young than to older persons.
In point of fact there seems to be a great deal more difference in the causation of deaths of infants under 1 week of age, as compared with those of 1 month to 1 year of age, than there is between the latter class and children of school age. Infant deaths should therefore be divided into two classes, making a total of six ages instead of five, as referred to above.
In the study of the deaths of very young infants, is the present statistical usage satisfactory-particularly considering the deaths of infants under 1 week of age? It is customary to tabulate according to prematurity, difficulty of birth, defective development, and conditions associated closely with the change from the existence of fetus to that of child. But, do these records really show the true causation of the deaths? Why is a child prematurely born? Why is there a defect of development?
It will be noticed that very frequently the death certificate of the new-born infant gives a record of maternal uremia, of maternal tuberculosis, or maternal syphilis, or other diseased condition of the mother. The true cause of death is the condition which produces the premature birth, the difficulty of birth, or the defect of development. The same is true relative to stillbirths. There is no present code which enables the statistician to tabulate these early deaths and stillbirths according to the underlying causation. STILLBIRTHS It is a custom in tabulating stillbirth statistics to separate urban and rural districts for comparison; to show the number of stillbirths according to months of occurrence; according to legitimacy; according to the age of the mother; according to the nativity of the mother;
in comparison with the number of live births; and also according to cause of stillbirth. Most of these tabulations are as yet of little practical utility because they are not correlated with the underlying causes. The Canadian tabulation does not give the information as to cause of stillbirth.
It will be noted that the causation of stillbirths and deaths of very young infants may be divided into three general classes:
1. Maternal diseased condition 2. Conditions either of maternal formation, or maladjustment of the child causing difficulty of birth 3. Diseased condition of the child apparently not dependent upon the maternal disease For the purposes of study, in order to prevent stillbirths and deaths of very young infants, it seems therefore advisable that the U. S. Bureau of the Census be asked to devise a special code or scheme for tabulating these deaths according to real causation.
What is here suggested is not that deaths of infants during the first week after birth be omitted from, or classified differently in, the general mortality tables, nor the infant mortality tables; but that a special tabulation be made to include these deaths with stillbirths.
Apparently, the approved form of stillbirth certificate should be changed in order to bring out the necessary facts. It should show distinctly what, if any, diseased condition of the mother was present immediately before the birth of the child; and what, if any, operative measures were used. It should show whether or not during pregnancy the mother had had any illness or injury. If difficulty of birth existed, the certificate should show clearly the nature of that difficulty. The certificate should also show if the child had probably died before labor began, or died during birth. These questions might be printed on the back of the certificate, giving ample space for full information. Similar questions might be added to the back of the certificate of death, with instructions that they be answered when the certificate is for an infant less than 1 week old.
